This year, 2016, marks the centenary of some of the worst battles of World War I. It is timely to reflect on the experiences of those who lived through those events, and the significant effects on the development of anaesthesia that occurred as a result. War has been a catalyst that has accelerated the development of medicine and surgery throughout history. The challenges of the Western Front, with its massive numbers of injured, saw progress in the understanding and management of trauma and shock, and significant improvement in the provision of anaesthesia and the training of anaesthesia providers. The result was increased anaesthetic safety for the civilian population after the war and further development of anaesthesia and resuscitation as a specialised area of medicine.
The fields of Northern France and Belgium have been the sites of several great battles that have contributed to the development of military medicine.
At Agincourt in Northern France the famous battle occurred between the English and French in 1415. This is thought to be the first English battle with organised medical care. There were 24 surgeons and a horse and cart to carry supplies 1 . An estimated 6,000 casualties occurred in the battle that lasted just one day.
In 1815, at the Battle of Waterloo, an Anglo-allied army, under the command of the Duke of Wellington, defeated Napoleon. The toll of this short battle was 52,000 lying dead or wounded at nightfall 2 . Medical services were primitive, and Napoleon's chief surgeon, Dominique Larrey, a pioneer in military surgery, had introduced a retrieval system using carts known as flying ambulances and the French wounded were retrieved to a central casualty station for immediate surgery 3 . Wellington did not allow medical carriages on his battlefield 4 so his injured men had a long wait for medical help. Most wounds were from cannons, or musket balls and there were also incised wounds from lances, bayonets and sabres. Amputations were performed hastily in the field, using spirits and opiates for pain relief.
In the Great War, nineteenth century military tactics and twentieth century industrialised weapons collided. Butler described the Western Front in the Official History of the Australian Medical Services as "the greatest orgy of blood letting in human history" 5 . War conditions such as these gave military surgeons the opportunity to experiment and improve their practices using large populations of severely injured patients.
The events leading up to war
In the last week of July 1914 the Australian newspapers were busy with a possible upcoming election and double dissolution. The Liberal Prime Minister Mr Joseph Cook and his party, who had won office just a year before, were trying to rid parliament of a Labour majority in the senate which was thwarting the will of the Liberal majority in the lower house 6 . In Europe there was hardly a hint in that golden summer of 1914 that the world was about to come to an end 7 . Archduke Franz Joseph Ferdinand, the heir to the Austro-Hungarian throne, and his wife Sophie, were assassinated in Sarajevo on Sunday 28 th July 1914. This set in train events, which lead to the invasion of Belgium and France by Germany and on the 4 th August, Britain and Australia, as part of the British Empire, declared war on Germany.
As the Germans advanced through northern France towards Paris, the Allies turned the tide with the Battle of the Marne. Following what is known as the 'race to the sea' both sides dug in along a meandering line of fortified trenches stretching from the North Sea to the Swiss border. This 750-kilometre line remained essentially unchanged for most of the war and was known as the Western Front ( Figure 1 Static trench warfare was a dominant feature of the Western Front, which was the main battleground of World War I.
There were several major offensives along this front from 1915 to 1917. The attacks employed massive artillery bombardments and massed infantry advances but a combination of machine gun posts, artillery, barbed wire and entrenchments meant little advances were made.
To try and break the deadlock on the front, new military technology such as poison gas, aircraft and tanks were introduced. The injuries experienced from trench warfare were severe, with most being from high-speed bullets or shrapnel, but there were also those with self-inflicted wounds and shell-shock. The rats, lice, cold, rain and mud of the trenches added to the misery. The soldiers also confronted non-battle injuries and illnesses related to poor hygiene such as trench foot, trench fever, pneumonia, frostbite, dysentery and bronchitis. The offensives caused waves of death and injury that overwhelmed medical services. At the Battle of Verdun in February 1916 there were an estimated 700,000 casualties. The Battle of the Somme had more than a million casualties 9 of whom almost 20,000 British soldiers died on the first day, 1 July 1916, and 60,000 were injured. This infamous day remains the most costly day in history for the British Army. The Battle of Passchendaele had approximately 600,000 casualties, of which 55,000 were Australian 10 . For Australian forces the Battle of Fromelles was the single worst day in Australia's military history with over 5,533 casualties on 19 th July 1916 11 . No previous war in history paralleled this degree of carnage.
Anaesthesia prior to the war
Anaesthesia practice had changed little during the 60 to 70 years prior to the outbreak of World War I. John Snow in 1847 advocated the use of anaesthesia for battle casualties:
"The pain endured by the bleeding soldier or sailor wounded in fighting battles of his country is deeply deplored by every feeling mind and a discovery which can prevent so much of it as depends on the operations necessary to save his life, must be hailed as a great blessing…" 12 When Britain went to war in the Crimea, Sir John Hall, the Principal Medical Officer of the British Army, issued a memorandum which cautioned doctors against its use. This caused controversy when it was published in 1854:
Dr Hall takes the opportunity of cautioning medical officers against the use of chloroform in the severe shock of serious gunshot wounds, as he thinks few will survive where it is used… for however barbarous it might appear the smart of the knife is a powerful stimulant and it is much better to hear a man bawl lustily than to see him sink silently into the grave" 13 By the 1870s members of Sir John Hall's generation had been replaced by a new generation of doctors who had survived war in the Crimea, India and the American Civil War and had established that chloroform was suitable and the preferable agent for military injuries 14 .
Prior to the war there were few specialist anaesthetists. Sir Frederic Hewitt had published a major text on anaesthesia in England by 1893, Henry Boyle had published Practical Anaesthetics in 1907 and James Tayloe Gwathmey, a prominent New York anaesthetist published the first American anesthesia text in 1914 15 . Away from the main teaching centres, anaesthesia was administered by general practitioners and it was not even compulsory that it be given by a medical person. Medical students were mostly taught enough anaesthetics to get by, but anaesthetics was only made an essential part of the medical curriculum in the United Kingdom in 1912 16 .
In Australia the only full time anaesthetist, and also Australia's first, was Rupert Hornabrook of Melbourne 17 . A flamboyant character and enthusiastic teacher he was a proponent of the ethyl chloride-ether sequence instead of chloroform which was the predominant anaesthetic in medical and dental anaesthetic practice in the Commonwealth at the time 18 . He had already recognised the importance of proper training in anaesthesia. In 1914 Hornabrook wrote:
"The duties of the anaesthetist are heavy and exacting. To recognise these he must receive whilst a student proper training, in the same way as the physician or surgeon, and by men who make a special study of this branch of their profession." 19 
Casualty evacuation pathways and medical facilities
The need to evacuate and treat an unprecedented number of allied casualties lead to the development of an efficient process of evacuation. Each battalion (just under 1,000 men) had a regimental medical officer (RMO) and a group of 16 to 32 stretcher bearers. Stretcher bearers retrieved the wounded and transported them to the regimental aid post where the medical officer had a supply of dressings, splints, blankets, food and water. The field ambulance transported the casualties from there to the advanced dressing stations (ADS) and the main dressing stations (MDS).
The field ambulance was an independent mobile medical unit whose staff included medical officers and stretcherbearers. There was also a tent division whose job it was to maintain the facilities of the ADS and the MDS. A brigade was made up of four battalions and there was one field ambulance and tent division for each brigade.
At the MDS the patients were triaged by experienced medical personnel into three groups. Those with minor injuries would be kept in the forward area before returning to the front line. Severe but survivable injuries were sent on to Casualty Clearing Stations (CCS). Those with injuries thought not to be survivable were given pain relief and put aside to die 20 . While at the dressing stations pain relief with morphia was given and an anti-tetanus shot, wet clothes removed and cigarettes and hot drinks given. Hot water bottles were used for warming and also a hot air bath was used to warm the patient with a primus stove, a tin pipe and a special folding of blankets. Surgical procedures were generally not performed at ADSs unless it was an emergency amputation or to control bleeding with ligatures. Patients were transferred to an appropriate CCS often specialising in a particular type of wound. The eventual destination was the general hospital some distance from the fighting. At the CCS up to 1000 wounded could undergo essential nursing and surgical care provided by a team made up of up to six medical officers. One of these medical officers was designated the anaesthetist although he may have no more experience than what he was taught in medical school 21 .
The workload in the CCSs fluctuated but was enormous at times of severe action. Two or more CCSs were sited adjacently. The wounded were bought to them in rotation before the incoming wounded were switched to the next CCS. Teams operated in shifts and often kept twin operating tables running to perform the maximum amount of surgery in the minimum time. The highly fertile ground over which the battles of the Western Front were fought ensured dirt was easily transmitted to wounds and the terrible nature of the wounds produced by shells fragments and bombs meant tetanus and gangrene took a heavy toll.
As the war progressed the workload of the CCSs increased until more surgery was occurring at the CCSs than the base hospitals and it was the general opinion that early operation was responsible for the excellent condition of many of wounded 22 .
The anaesthetists
Most young men assigned to the position of anaesthetist during World War I had little training or experience in the subject. As there was no legal requirement for anaesthesia to be provided by medical personnel it was often provided by other staff. The Rev Leonard Parson recounts giving anaesthesia at 44th Casualty Clearing Station during the battle of the Somme:
"I spent most of my time giving anaesthetics. I had no right to be doing this of course but we were so rushed. We couldn't get the wounded into the hospital quickly enough, and the journey from the battlefield was terrible for those poor lads. It was a question of operating as quickly as possible. If they had had to wait their turn in the normal way, until the surgeon was able to perform the operation with another doctor giving the anaesthetic, it would have been too late for many of them. As it happened, many died." 7 Prof David Gibb of Sydney recounts the experiences of his father, James Thomas Gibb, a stretcher-bearer with the Australian Imperial Force (AIF) 7 th Field Ambulance:
"Like most WWI veterans my father rarely mentioned the war and the only inkling he ever gave me that he had any medical experience was when together we observed his dying sister in Royal North Shore Hospital (Sydney) who was Cheyne Stokes breathing. He remarked that he had seen that many times and that it was a terminal event. The only other time he mentioned his war experiences was when I did a term of anaesthetics at Prince of Wales (Sydney) with George Davidson. My father seemed quite pleased and told me that he had given many anaesthetics on the firing line."(Prof D Gibb. Personal communication)
The regimental medical officers had a significant mortality rate themselves and those appointed as designated anaesthetist at the CCSs were often moved to replace those killed at ADSs, thus expertise that had been acquired through experience was suddenly lost. It wasn't until early 1918 that Major-General Bowlby, the advising consulting surgeon of the British Armies in France issued instructions that each CCS should possess at least one expert anaesthetist, whose responsibility it was to check the supply of suitable anaesthetics and maintain the apparatus 22 .
Arthur Guedel was an American anaesthetist who arrived on The Western Front with the American Expeditionary Force prior to America's official entry into the war in April 1917. He recognised that lives would be saved with better training for those providing anaesthesia so he developed a training school for nurses and orderlies to learn how to administer anaesthesia, and then made short visits to each hospital every day or two by motorcycle to instruct and supervise them and became known as 'the motorcycle anaesthetist'. He created a wall chart that showed the stages and physical signs of ether anaesthesia to enable the depth of anaesthesia to be assessed. This classification chart was used throughout the world for the next 50 years 23 .
In late 1917 owing to the shortage of British anaesthetists, a three-month course was set up and over 200 nurses were trained in anaesthesia to be employed at CCSs and supervised by an experienced medical officer anaesthetist. Six Australian nurses were amongst those who successfully completed the course but the Australian Director General of Medical Services, Major General Howse VC, would not employ them for reasons that are unclear. Possibly he had enough medically trained anaesthetists by that time who wanted to keep the developing specialty of anaesthesia within the realm of the medical profession. It may also have been reluctance to place female nurses in the dangerous forward zones, or it may have been related to a shortage of trained theatre nurses 24 .
Prominent doctors from all countries wrote about the value of the anaesthetist as the war progressed. American anaesthetist Dr Francis McMechan in his introduction to the American Yearbook of Anaesthesia and Analgesia 1917-1918 noted how fortunate it was to be able to publish the extended reports and worthwhile advances of anesthesia and analgesia in the surgery of war 25 .
W.B. Howell from Montreal, Canada, wrote: "In a severe action a CCS is very busy and I cannot imagine any place where the services of a skilled anaesthetist would be more useful" 26 Geoffrey Marshall wrote: "A correct choice of anaesthetic is of the first importance, the patient's life will be as much imperilled by faulty judgement on the part of the anaesthetist as by the wrong decision on the part of the surgeon." 27 Henri Vignes of Paris, France also commented: "It is very important to have specialists in anaesthesia at the front. Anaesthesia must not be made an easy berth for the physician who is sent by chance to a military, surgical ambulance. Each surgeon should have his own anaesthetist who should be an expert in his specialty and should be conversant with the most recent advances." 28 McMechan and his co-authors were unanimously indicating that an important lesson that had been learnt from the CCSs was that an anaesthetist needed expertise and anaesthesia was an important speciality. McMechan complained that anaesthetic services had been mishandled by the medical services of all the armies because anaesthesia had not been given the importance it deserved and anaesthetists were not commissioned for special service :
"Whenever specialists in anaesthesia were placed in charge of anaesthetic service it usually met the emergencies and demands of war surgery". 25
Evolution of Techniques and Equipment
Charles Corfield, a British specialist anaesthetist at a CCS on the Somme described the equipment available to him on arrival in 1916 as:
"the usual anaesthetic equipment, viz., chloroform, ether, ethyl chlorid (sic) with a Schimmelbusch mask." 29 He managed to obtain some nitrous oxide apparatus and found that patients requiring short procedures of about ten minutes were best performed with just nitrous oxide as they recovered quickly. He used gas and air and would give just enough air to prevent asphyxiation which he described as a "compromise between colour and consciousness; with too much air they became sensitive to pain, and with too little air they became cyanotic." 29 For more serious cases, Corfield preferred chloroform and ether on a Schimmelbusch mask. He liked using omnopon premedication where possible and also used hyoscine and atropine. He was in favour of the patient having a pint of hot tea while waiting for surgery because he said it stimulated and warmed them, they always liked it, and it was effective as a 'transfusion'. If they vomited he thought no mechanical obstruction to respiration was likely. He did note that it was curious how soldiers who had eaten a meal just before they were injured had arrested digestion of their stomach contents. One patient had vomited three bowls of bully beef and biscuits 28 hours after he had eaten it, two hours before being injured 29 .
The numbers of injured soldiers provided an opportunity to study the effects of anaesthesia on the severely injured and shocked patient. Shock from trauma or 'wound shock' was poorly understood at the beginning of the war and one favoured theory was that it was due to painful stimulation from the wound bombarding the brain and exhausting the vasomotor system. Anaesthesia and the blocking of painful stimulus was thought to help with shock 16 .
Major-General Bowlby enlisted the help of Captain Geoffrey
Marshall who was a British Medical Officer working on a mobile evacuation hospital barge. Marshall, who had been a demonstrator in physiology at Guy's Hospital at the outbreak of the war, was transferred to 17 th CCS near Ypres. Marshall related later that Bowlby said to him: "we are having an awful lot of deaths in the forward hospitals from shock, and you did a lot of work on the physiology of anaesthesia before the war so I want you to come along and see if you can do anything about these chaps" 21 The 10 th and 17 th CCSs at Remy railway siding were strategically sited beyond the furthest range of the German artillery on the main lines between the battlefields and the military bases at the rear. The placement on a railway line enabled patients to be transferred easily to Base Hospitals or rehabilitation camps. Later the 2 nd and 3 rd Canadian CCSs were established there as reinforcements and it became the largest hospital on the Ypres salient with a total capacity of four thousand patients 30 .
It was at the 17 th CCS that Marshall took observations in patients arriving at the CCSs in different degrees of shock.
He measured blood pressure using the Riva Rocci technique, pulse and haemoglobin. The observations were taken before, during and after operations with different anaesthetics and compared. Marshall presented his landmark findings at the meeting of the section of Anaesthesia at the Royal Society of Medicine in early 1917.
He observed that severe hypotension could occur with spinal anaesthesia particularly if the haemoglobin was low. He did not know why this was so, but said: "I will leave it to others to explain why men who have recently lost blood should collapse under spinal anaesthesia". 31 He carried out other trials and observed that patients who were shocked after spinal anaesthesia did not respond to subcutaneous strychnine or intramuscular pituitrin, and that intravenous saline caused temporary improvement in one case. Keeping the patient head down when their blood pressure was low caused improvement, putting them head up could lead to loss of consciousness.
Marshall recognised that tailoring the method of anaesthesia to the condition of the patient resulted in a decrease in mortality. He saw that ether protected the patient from hypotension during the operation, which we now know is due to the sympathomimetic effect on cardiac output. He advocated the use of nitrous oxide and oxygen (known at the time as gas anaesthesia) for safety, speed and convenience, the drawback being that the equipment was cumbersome and the materials costly.
"In those days we had no apparatus for continuous gas and oxygen. We had only ordinary dental machines. And so I started playing around …..I used to give continuous gas and had a tube delivering oxygen in a mask I made myself, and judged by the colour. They did very well." 32 With gas-oxygen Marshall was able to show that he reduced the mortality from 90% to 25%. The place of nitrous oxide and oxygen became firmly established as a safe choice in difficult circumstances. When used in conjunction with ether for longer procedures an anaesthetic machine to regulate administration was required.
James Gwathmey had designed a machine in 1912 which delivered nitrous oxide and oxygen with a water sight flow meter which could be read at a glance to indicate the amount of nitrous delivered. Marshall required a machine like Gwathmey's which could also be used in conjunction with ether. He designed such a machine with a tap to admit the gases to the ether bottle and had it manufactured firstly by a tinsmith in France and then by Coxeters, a manufacturer of anaesthetic equipment, while home on leave in London in 1917. It became the standard British Army machine for the rest of the war 33 . Captain Henry Boyle, an anaesthetist at the First London General Hospital, had also imported a Gwathmey machine from the United States in about 1916. He further developed the nitrous oxide and ether machine incorporating some of Marshall's ideas, which he borrowed from Coxeters, and before Marshall had published Boyle read a paper at a meeting of the Medical Society in London in 1917 describing the apparatus. Boyle's name became linked to the apparatus and he continued to modify this machine for the next twenty years. His name remained attached to British anaesthetic machines until recent times 34 .
Guedel favoured the E-C-E sequence of ethyl chloridechloroform-ether. Oil of orange was often added to the mixture to make the application more pleasant. Anaesthesia was provided by nurses and orderlies under his supervision. A rubber hood, with a ventilating hole filled with anaesthetic soaked gauze, was placed over the face. He describes occasional episodes of pharyngolaryngeal spasm preceded by episodes of crowing and the less frequent complication of respiratory depression requiring withdrawal of the anaesthetic, but he said this only happened twice in 2,000 cases and there was never complete respiratory cessation. Guedel observed that there were ten cases of spasm to every one case of respiratory depression. He also observed that patients who had eaten within an hour preceding anaesthesia would frequently vomit. He claimed his technique was suitable for surgical procedures lasting up to 20 minutes 35 .
For those anaesthetists using open drop anaesthesia it was found chloroform at the start of the induction, followed with ether, sped up the time before the patient was ready for the surgeon's knife and was the favoured technique. Dripping these agents onto an open mask led to high levels of the vapours in the operating theatre. Shipway's apparatus was introduced in 1916 and had the advantage that it warmed the ether before delivering it to the patient. This was thought to be useful during long operations to prevent the patient's core temperature dropping and reduced the incidence of bronchial irritation post operatively. A hand bellows was used to pump air to a control tap, which diverted the gas stream to either an ether or chloroform bottle and then to a 'U-tube' immersed in a thermos flask with water at 116˚ Fahrenheit. The warmed air and vapour was then delivered to the patient 36 . Marshall commented:
"Since the warm vapor method was introduced in this clearing station since last winter, the drop-bottle has passed out of use. Compared with the open method there is a saving of at least 60 per cent. of ether. There is much less diffusion of the anaesthetic into the atmosphere of the theatre. This is an important consideration to those working in at times of sustained pressure". 27 Charles Corfield was less enthusiastic about Shipway's apparatus compared to a drop-bottle and mask, despite these advantages. He wrote:
"It is more cumbrous and I find the bellows more tiring for the hand." 29 Marshall's other observations about anaesthesia included that chloroform was a bad anaesthetic for head cases and that these could be performed under local anaesthesia, but if bone cutting caused distress he recommended warm ether and devised a way of giving it via a nasal catheter. He recommended that severely injured patients should be given morphine premedication in a reduced dose, or withheld, as the patients were particularly susceptible to further shock. He said for the patient suffering sepsis from gas gangrene "some of the most brilliant results have been obtained with intravenous ether". 27 With regards to fluids it was his initial practice to give three litres of subcutaneous saline to the abdominal operative cases, but he found at autopsy of these cases that the fluid had not been absorbed and had been useless. He later used intravenous saline towards the end of surgery, finding that if used at the beginning it only caused temporary relief. He found hypertonic saline raised the blood pressure, slowed the pulse and diluted the blood for longer than the normal saline. He also stated that his choice of anaesthetic for more severe cases at CCSs was subject to frequent revision 27 .
French anaesthetist Henri Vignes described the techniques used in a French evacuation hospital. He emphasised the need for teamwork in the operating room to separate those who can be treated with local anaesthesia and those who need general anaesthesia, and further triage to alternate those who need dressings with those who need anaesthesia. He advocated morphine preoperatively for both local anaesthesia and general anaesthesia. More procedures were done in the French hospital under local anaesthesia than general anaesthesia, and often adrenaline or pituitrin were added to the local anaesthetic. Spinal anaesthesia was not used at all. General anaesthesia was with ethyl chloride, ether or chloroform alone or in sequence. The Ombreddane Inhaler or Ricard Apparatus were favoured. These were French designed inhalers, Ombredanne for ether and the Ricard for chloroform 28 .
Resuscitation
The use of oxygen with anaesthesia lead to its wider use in the resuscitation of gas victims and treatment of shock. A Special Investigation Committee on Surgical Shock and Allied Conditions was formed in 1917 and published some recommendations in the British Medical Journal in May 1918 37 . As a result intravenous infusions of saline became part of normal management by the end of the war. Use of intravenous gum solution and blood transfusion was also developed and introduced at CCSs 16 . As the end of the war approached the first mobile resuscitation teams were established by the 4 th Australian Field Ambulance 38 .
Conclusion
In the century since World War I there has been enormous advances in anaesthesia. A major milestone in development was the recognition by the doctors working on the Western Front of the importance of the anaesthetist as a specialist and the importance of training in anaesthesia. Experimentation during the war also led to significant improvements in anaesthetic technique and accelerated the development of the anaesthetic machine.
McMechan wrote in his editorial in 1919: "some of the anaesthetic methods, introduced to expedite military surgery are finding a place for themselves in civilian practice for the benefit of all concerned." 25
The Western Front today
The battlefields of Northern France and Belgium are now restored to rural tranquillity but the war graves remain as permanent monuments to the men of many nationalities who fought and died there. Each of the countless cemeteries, memorials and museums has their own story to tell and their locations trace patterns of battles, dressing stations and CCSs. Near the sites of ADSs the graves are haphazard, as the burials were made hurriedly under the constant threat of shellfire. Near the sites of CCSs the graves are densely packed and in large numbers reflecting the huge loss of life. The Museum of the Great War in Peronne is at the heart of the Somme battlefields. Amongst the displays are surgical instruments, stretchers, first aid kits, medicine bottles and nurse's uniforms. They appear alongside machineguns, gas masks, helmets and soldiers uniforms. In the Ypres Salient a group of three CCS Military Cemeteries lie just northwest of Poperinghe bearing the names of Mendinghem, Dozinghem and Bandaghem. These names were given by soldiers in humorous imitation of Flemish place names 39 . The Lijssenhoek Military Cemetery marks the place where Remy Siding and the 17 th CCS stood and where Marshall and others did research and treated their many patients. In 2012 a Visitor's Centre was opened which commemorates the research centre and the medical advances that were made. The head stones in Ljissenhoek Military Cemetery number almost 10,000 and represent the 3% of patients who passed through and did not leave the CCS alive. A military history tour of the Western Front today also takes a visitor through the remains of Essex Farm, an ADS at Ypres in Belgium. It was reinforced with more and more concrete as it came under incessant firing throughout the war and is a solid concrete bunker. From here ambulances took many patients to the MDSs, CCSs and Base Hospitals behind the front. It was also here that many casualties were taken after the first gas attack in April 1915. The Canadian Dr John McRae worked and died here, before which he wrote one of the most enduring poems of the Great War, which made poppies a lasting symbol of self-sacrifice in war. He wrote the poem after burying the remains of a friend who had been blown to pieces by a direct hit from a German shell. The poem was published in Punch magazine in December 1915:
In Flanders Fields the poppies blow, Between the crosses, row on row, That mark our place, and in the sky The larks, still bravely singing, fly We are the dead. Short days ago We lived, felt dawn, saw sunset glow. Loved, and were loved, and now we lie In Flanders fields. Take up your quarrel with the foe: To you from failing hands we throw The torch, be yours to hold it high. If ye break faith with us who die We shall not sleep, though poppies grow In Flanders fields. 40 
